RESULTS
The study group consisted of 39 males and 32 females with a mean age of 30 years (median, 40.5 years; range, 11-70 years; Tables I and II ). The patients were followed up for a mean of 64.7 months (range, 13-110 months).
In 62 cases (87.3%), the tumors were located in the mandible, and in 16 cases (22.5%), the tumors were cystic in origin. Of the 62 mandibular lesions, 43 (60.6%) were located primarily in the mandible body (Table III) . Swelling was the most common symptom, experienced by 27 (38.0%) of the 71 patients (Table IV) .
Radiographically, 42 (59.2%) of the 71 cases were unilocular with a well-demarcated border, whereas 14 (19.7%) were multilocular in appearance (Table V, Figs  1 and 2) . Two cases exhibited a soap-bubble appearance, and 13 cases could not be classified because of loss of the radiographs. If the locules are small, a multilocular lesion can be described as having a soap-bubble appearance.
On the basis of established histologic criteria, we observed that 25 (35.2%) of 71 cases exhibited a plexiform pattern and 21 (29.6%) of 71 cases exhibited a follicular pattern (Tables VI and VII) .
Of the 71 patients, 15 (21.1%) experienced a recurrence of their tumor (Tables VIII-X). The average age of patients whose ameloblastoma recurred was 26.4 years (range, 11-52 years). Eight patients were followed up for 1 to 3 years; 23 patients were followed up for 3 to 5 years; and 40 patients were followed up for more than 5 years. The length of follow-up for patients experiencing recurrence was as follows: 4 cases were followed up for 1 to 3 years; 9 cases were followed up for 3 to 5 years; and 2 cases were followed up for more than 5 years. In the 15 patients who had recurrent tumors, 6 tumors (40.0%) were of a plexiform pattern, 4 were of a mixed follicular pattern, 1 was plexiform/follicular, and 3 were follicular/acanthomatous (Table X) .
DISCUSSION
It has been reported previously that unilocular ameloblastomas tend to occur in younger age groups. Our results confirmed this tendency. The unilocular pattern (59.2%) predominated over the other patterns. Moreover, in this study, 35 of the 42 cases of unilocular lesions occurred before the fifth decade of life (Table V) .
Larsson and Almeren 14 report the incidence of ameloblastoma in Sweden as 0.3 cases per million people per year. The average age of patients with intraosseous ameloblastoma has been reported to be 39 years. In this study, we documented the occurrence of ameloblastomas in a significantly younger age group than has been used in previous studies. The mean age of our patients at biopsy was 30 years (Table I) . This variation may reflect ethnic differences or diagnosis within a health care system in which patients might be 15 reported that the follicular pattern was the most prevalent (45%). However, we found that the plexiform pattern was the most prevalent; it was seen in 25 (35.2%) of the 71 cases. Two patients had changes in granular cells. Granular cells, which have been described as clinical indicators of tumor aggression, were found in the center of the follicular pattern areas. 16 This finding contrasts with the observation that the follicular pattern is the most common pattern in intraosseous ameloblastomas. 15 Waldron and El-Mofty 15 identified 14 examples of the desmoplastic variant, representing 13% of the intraosseous tumors sampled. The desmoplastic pattern was not observed in our study.
Swelling accounted for 38.0% of the symptoms and was the most common complaint of the patients in this study. Radiologic findings showed that 59.2% of cases had unilocular radiolucent lesions. By correlating histologic type with age, we found that most teenaged patients had tumors with a plexiform pattern, whereas most patients in their twenties had tumors with a follicular pattern. By correlating radiographic findings with histologic type, we found that 15 cases each of the plexiform and follicular tumors manifested with unilocular radiographic findings. The benign nature of ameloblastoma often leads a surgeon to perform simpler extirpative procedures to avoid the potential morbidity associated with larger resections. 17 The diagnosis of unicystic ameloblastoma is made on the basis of a combination of radiographic and microscopic findings. The lesion is definitively diagnosed retrospectively rather than preoperatively. Unilocular lesions were seen by radiologic examination in 11% of the cases, whereas the plexiform type was seen by histologic examination in 8%. Six (8.5%) of the 71 cases were of cystic origin.
Ameloblastomas are treated by curettage only, enucleation and curettage, or radical surgery. 18, 19 Ameloblastomas of the maxilla should be treated as radically as possible. However, ameloblastomas that appear as unilocular lesions radiographically may be treated conservatively (ie, with enucleation or curettage, or both) whenever all areas of the cystic lumen can be controlled intraoperatively. Supraperiosteal resection of the bone is necessary when extensive thinning or perforation of the cortical plates is noted. Chemotherapy and radiation seem to be contraindicated. 19 The reported recurrence rates after resection vary from 0% to 25%. 20 In our study, the recurrence rate was 21.1% (15/71). The average age of patients whose ameloblastoma recurred was 26.4 years (range, 11-52 years).
Postoperative follow-up is important in the management of ameloblastoma because more than 50% of all recurrences occur within 5 years of surgery.
In contrast to other reports, we found that ameloblastomas occurred in younger patients and that a unilocular radiographic pattern predominated. The average age of patients experiencing recurrence was also younger (mean, 26.4 years). Therefore, when the diagnosis of ameloblastoma in young people remains in doubt after clinical and radiologic examination, a biopsy is necessary. Long-term follow-up at regular intervals after surgery is also recommended. Unilocular  42  34  8  Multilocular  14  11  3  Soap-bubble  2  0  2  Unknown  13  11  2  Total  71  56  15 
